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Editorial

The successful treatment and, in many cases, the elimination of many diseases
which were among the chief causes of death fifty years ago have increased life
expectancy and decreased mortality. With these victories come new problems and
responsibilities for doctor, government and society in general. These problems are
related to the physical, psychologica l, and financial crippling caused by the ageing
process.

The purpose of th is issue of the Medical Journal is to review certain aspects
of our "senior citizens" and to consider important factors related to death.

Much research is being done in an attempt to determine the actual cause or
causes of ageing. Accompanying the obvious physical changes of ageing are many
1 sychological adjustments and problems.

How are the aged affected by Medicare in the United States? This and many
other questions are answered in this issue. To the physicians of the present and
future, it is important to know not only the care of the dying but also certain legal
aspects of death and management of grief and bereavement as suffered by those
close to the dead or dying person.

Death is inevitable; however, progress has brought with it longer life expectancy.
D.M.W.
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Physiology of Ageing
Diana M. Willis, '65

In order to evaluate current research on
the basic problems of ageing, it is necessary to establish certain definitions. Ageing
is the inherent process( es) whereby organisms exhibit a gradual change in their
physical, chemical or physiological properties after reproductive maturity. These
changes result in a gradual increase in the
probability of death in the organisms'
normal growth and development. W arthin
has called old age " the major involution."
Since his era, some forty years ago, it has
been shown experimentally that with restricted diet, more exercise, and administration of hormones, the life span of
certain animals can be extended greatly.
Activity postpones changes of ageing.
Gerontology is a discipline which deals with
the process of ageing itself.
Ageing is a process that continues
throughout adult life. It goes on in health
as well as in sickness and constitutes the
primary biological factor underlying the
increase in susceptibility to the diseases
that are the concern of geri atrics.
Gerontology is still in the descriptive
stage. Investigators are developing standards for measurement of the decline in the
performance and capacity of the body and
its organ systems. They have just begun to
make such measurements on statistically
significant samples of the population .
The purpose of this article is to consider
the basic findings in regard to the physiology of ageing as it effects the body a.r a
whole, the individ11al organ systems, and the
individual celis, and to conclude with a
disrussion of a number of theories which
have been proposed to explain these
findings.
84

AGEING OF BODY
The body dies a little every day. Decline
in capacity and function over the years
correlates directly with a progressive loss
of tissue. The loss of tissue bas been shown
to be associated in turn with disappearance
of cells from the muscles, the nervous
system and many vital organs. To investigate the actual causes of death in the cell,
gerontology has entered the realm of cellular physiology and chemistry. This aspect
will be considered in more detail later.
One of the most obvious manifestations
of ageing is the decline in ability to exercise and do work. In order to measure the
extent of the change, it is necessary to set
up laboratory experiments in which the
rate of output and the amount of work
done can be determined precisely along
with the respon es of va.rious organ systems.
Physical performance reflects the combined capacity of the different organ systems of the body working together. The
ability to do work depends on the strength
of muscles, the co-ordination of movement,
the nervous system, the effectiveness of the
heart in propelling blood from the lungs
to the working muscles, the rate at which
air moves in and out of the lungs, the
efficiency of the lung in its gas exchange
function, the response of the kidneys to
the task of removing excess waste materials
from the blood, the synchronization of
metabolic processes by the endocrine glands
and finally, the constancy with which the
buffer systems in the blood maintain the
chemical environment of the body. In
order to determine the causes of the decline in overall capacity, it is necessary to
assess the effects of ageing on each of the
organ systems.
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AGEING OF INDIVIDUAL ORGAN
SYSTEMS
Tests of the strength of the hand serve
in Nathan Shock's laboratory to isolate one
aspect of muscle function. Endurance, measured by the average grip pressure exerted
for one minute, drops from 28 kilograms
at age 20 years to 20 kilograms at age 75
years. That muscle performance is not the
only factor involved in maximum work
rates is indicated by the fact that the
decrease in muscular strength over the
years is less than the decline in work rates.
The 11erve fibres that connect directly with
the muscle show little decline in function
with age. The speed of nerve impulses
along single fibres in elderly people is
only ten to fifteen percent less than it is
in young people. Simple neurological functions involving only a few connections in
the spinal cord also remain virtually unimpaired. It is in the central nervous system where complex connections are made,
that ageing takes its toll. Memory loss,
particularly for recent events, often plagues
the elderly.
During exercise the beart pumps more
blood at each stroke, at a faster rate and
at a higher pressure. Although the resting
blood pressure in healthy individuals increases only slightly with age, a given
amount of exercise will raise the heart rate
and blood pressure in older people more
than it will in young. When subjects exert
themselves to the maximum, the heart of
the older person cannot achieve as great
an increase in rate as that of the younger
person. During exercise, therefore, the
cardiac output or amount of blood pumped
per minute is less in the old than it is in
the young. This, of course, imposes limits
on the amount of work the elderly can do.
The amount of blood pumped falls from
an average of 3.75 litres per minute per
square meter of body surface in twenty
year-olds to two litres per minute in
ninety year-olds.
The lu11g plays as important a role in
exercise as the heart. The amount of oxyMARcH, 1965

gen that the blood takes up from the lung
and transports to the tissues during exercise falls substantially with age. The blood
of twenty year-old men takes up on the
average, almost four litres of oxygen per
minute, whereas, at age seventy-five years
the rate is only 1.5 litres per minute. D. B.
Dill, a physiologist now at Indiana University, showed his own maximum oxygen
uptake declined from 3.28 litres at age
thirty-seven to 2.80 litres at age sixty-six.
No doubt, decline in oxygen absorption
reflects in part the reduced heart output,
for less blood flows through the lungs of
older persons in a given time. But the
great difference in uptake between young
and old shows that the lung tissue has
changed as well. The decline in respiratory
function also reflects a loss in simple
mechanical efficiency. The nature of this
impairment becomes clear when one measures the subject's maximum breathing
capacity (the amount of air he can move
through his lungs in 15 seconds); there is
a decline of about forty percent between
ages twenty and eighty. The impairment
is an expression of the general decline in
neuromuscular capacity.
Because the heart pumps less blood with
advancing years, less blood flows through
the kidneys in a given time. Changes within the kid11ey itself reduce further the flow
of blood as well as the efficiency with
which the kidney processes the wastes.
Analysis of blood samples and urine during infusion of substances such as insulin
show that between the ages of thirty-five
and eighty, the flow of blood plasma
through the kidney declines by 55 percent.
Apparently, reduction in blood flow
through the kidney is an adaptive mechanism of the ageing body, as a result of
constriction of renal blood vessels, which
makes more blood available to other
organs. Because the kidney of the older
person has less blood to work on, it
cleanses the blood of wastes more slowly;
however, given enough time it will do the
job.
85

- -Ageing - - - - - - - - - - - - - - - - - - - - The endocrine glands regulate a wide blood, for example, can be increased by
variety of physiological processes, ranging oral administration of ammonium chloride;
from cellular metabolism to regulation of a younger subject recovers normal acidity
the diameter of small blood vessels and, within six to eight hours, whereas, the
consequently, the amount of blood reach- seventy-year-old requires thirty-six to fortying various tissues. At the center of the eight hours to recover.
endocrine system is the pituitary gland,
Blood sugar level remains quite constant
which secretes hormones that stimulate the
adrenal glands, the thyroid, the ovaries, even into advanced age; yet, the rate at
the testes, and other glands to release their which the system removes extra glucose
hormones. There is no way to test the drops significantly in older people. Insulin,
performance of the master gland in human normally secreted by glands in the pansubjects, but the responsiveness of other creas, greatly accelerates the removal of
endocrine glands can be tested by admin- sugar from the blood. When insulin is
istration of the appropriate pituitary hor- administered intravenously along with
mone. Sometimes the level of activity of extra glucose, the glucose disappears from
a given gland can be estimated from the the blood of the young person at a much
amount of its hormone or of the break- faster rate than it does from the blood of
down products of the hormone that appear an older person.
in the urine. Adrenal activity is customarSubtle changes in the chemical compoily measured by th is means and shows a
sition of the blood and other body fluids
decline with age. Administration of the
may account for certain physiological
pituitary hormone that stimulates the corchanges in the elderly. Regarding g ross
tex of the adrenals produced a smaller
chemical characteristics, however, the old
elevation of adrenal activity in older
animal or human easily maintains a conpeople. Since the adrenal hormones are the
stant normal internal environment when
"stress" hormones, this indicated a reduccompletely at rest. Increasing age, however,
tion in the capacity to respond to stress.
is accompanied by a definite reduction in
On the other hand the pituitary hormone
the capacity to readjust to changes that
that stimulated the thyroid gland produces
accompany the stresses of daily living. The
the same results in the old as it does in the
key characteristic of ageing is a reduction
young. Even at advanced ages the thyroid
in the reserve capacities of the body, i.e.
retains its ability to manufacture and rethe capacities to return to normal quickly
lease thyroxine, which regulates the basal
after disturbance in the equilibrium.
metabolism, or the rate at which the resting subject consumes oxygen.
Another important element in the ageing process shows up in those functions
Normal function in the cells of the body and activities that involve a high degree of
requires that the chemical composition of coordination among organ systems. Cothe fluids surrounding them be closely ordination breaks down, in the first place,
regulated. Because the intercellular fluids because the different organ systems age at
cannot be sampled directly, estimates of different rates. Conduction of the nerve
the internal environment must come from impulse, for instance, hardly slows with
analyses of the blood. Such factors as total age, whereas, cardiac output and breathing
blood volume, acidity, osmotic pressure, capacity decline considerably. Thus in
protein content, and sugar content remain those functions that involve the simultanconstant in both young and old subjects at eous output of several organ systems, for
rest. However, when these variables are example, sustained physical exercise, the
deliberately altered, the older person needs performance of the body shows marked
a much longer time to recover internal impairment. Most of the debilities of age
chemical equilibrium. The acidity of the apparently result from the loss of tissues,
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particularly through the death and disappearance of cells from the tissues. The
wrinkled flabby skin in elderly people
offers proof of this loss. Body weight declines, especially after middle age. In a
large sample of Canadian males, average
weight showed a decline from 167 pounds
at age thirty-five to forty-four to an average weight of 155 pounds for men sixtyfive and over. Women sixty-five inches tall
weighed, on the average, 148 pounds at
age sixty-five to sixty-nine, and 129 pounds
at ages ninety to ninety-four. Individual
organs also lose weight after middle age.
For example, average weight of brain at
autopsy measures from 1375 grams to 1232
grams between age thirty and ninety years.

tissue, therby, enabling many more people
to live as long as those who live longest
today.
When an explanation of impaired function associated with ageing is sought in
tissue pathology, a number of changes are
observed. In certain areas of the brain,
there is a decrease in total number of
viable cells, amounting in some areas to
twenty-five to thirty percent, together with
a decrease in the total amount of brain tissue, a decrease which may be of the order
of nine to seventeen percent. At the same
time, aberrations appear in the cytoplasm
and the nuclei of nerve cells.
THEORIES OF AGEING

AGEING OF THE CELL
The microscope shows that in many
tissues a decrease in the number of cells
accompanies the weight loss. Connective
tissue replaces the lost cells in some cases,
so that the loss of cells is even greater than
the reduction in weight would indicate.
In early life the body is endowed with
tremendous reserve capacities. The loss of
a few hundred or even a few thousand
cells has little effect on the performance of
an organ. As age advances and losses accumulate, however, impairments develop ;
eventually the stress of daily living or
disease imposes demands beyond the reserve capacities of the organism.
Understanding the process of ageing
will require ultimately the discovery of the
factors that cause the death and disappearance of individual cells.
One key to understanding ageing and
particularly to taking action that might
extend the human life span can be found
in the differences in the rate of ageing
observed in different individuals. These
differences indicate that many factors play
a role in ageing. When we know why some
people age less rapily than others, we may
be able to create conditions that will
minimize the loss of functioning cells and
MARcH, 1965

Ageing of rats has been accelerated
using fractionated doses of whole-body
X-irradiation at weekly intervals over a
twenty-week period. The similarity between natural ageing and the effects of
ionizing irradiation has been emphasized
by several authors. Although excellent reports are available in the literature which
indicate that irradiation induces precocious
ageing, there are few direct comparisons of
irradiated tissues with non-irradiated tissues at the biochemical level. It is also
noteworthy that there has been little or no
standardization of dose or type of ionizing
irradiation employed in the experimental
development of senscence in mammals.
There is little scientific background to
guide the researcher in this area of study.
The data amassed to date indicates that
X-irradiation causes a reduction of 20.6
percent in the amount of alpha-amino
nitrogen liberated by tryptic hydrolysis in
liver homogenates.
Determination of collagen shrinkage
temperature in irradiated rat-tail tendons
indicates that irradiation results in crosslinking of proteins in a manner resembling
that observed in non-irradiated mature
tendons. Apparently irradiation also severs
peptide bonds in the collagen, which complicates interpretation of data.
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Gregory Pincus of the Worcester Foundation detailed the many ways by which
failure of endocrine function may initiate
part of the ageing picture. The anterior
p ituitary holds a critical position in this
matter because of its tropic influepce on
so many endocrine glands, including the
thyroid, the pancreas and the gonads. It is
the balance of the endocrines, as perhaps
it is the balance of the vitamins, that is of
paramount importance in maintaining optimum functioning of the organism as an
integrated whole. When these balances
are distorted ,a pathway is made for the
beginning of senescence.

ferent level of organization and physiological interactions which proceed autonomously and autocatalytically when once
initiated and which lead to rapid impairment culminating in death ; this stage is
termed "development". Induction corresponds to a progressive destruction of
homeostatic mechanisms, while development corresponds to senescence itself.

The specific ageing of the cardiovascular
system has been examined. It seems clear
that vascular disturbances in any major
organ may disrupt seriously the integration
of the organism as a whole and thus is an
early sign of senescence.
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1. Strehler, B. L. et aJ: General Theory of M or-

tality and A geing, Science 132: pp 14, July
1960.
2. Shock, N . W .: The PhyJiology of A geing,
Sci. Amer. 206: 100-10, Jan. 1962.

3. Detwiler, T. C. et al : PhyJiological AJpectJ
Ageing, ]. Geront 17 : 138-43, April 1962.
4. Bjorksten, J. et al: FtmdamentaiJ of Ageing :
immobilization of protein in whole body,
] . Amer. Ge.riat. Soc. 8 : 37-47, Jan. 1960.
5. Warren, S.: Longevity and cauJeJ of D eath
From l"adiation in PhyJicianJ, ].A.M.A. 182:
464-468, Sept. 29, 1956.
6. Upton, A. C. : Ionizing radiation and the ageing ProceJJ, ]. Geront 12: 306-313, July
1952 .
7. Leak, C. D .: MAS SympoJium on Ageing,
Geraitrics 15: 210-4, Mac. 1960.

8. Neary, G. ].: Ageing and Radiation, Nature
(Lond) 187 : 10-82, July 1960.

U.W.O.

MEDICAL JOURNAL

Psychological and Personality
Changes of Ageing
Jack H.

One does not age suddenly. Ageing is
a normal, gradual and subtle process. It is
impossible to generalize this phenomenon
to every person in every society. Old age
happens to everyone, usually in their sixties in this society. It is a social rather than
a physiological denotation. The purpose
of this article is to examine some of the
psychological changes in normal ageing
and the commonly observed personality
and social consequences of old age.
Changes in the nervous system and
senses inevitably underlie the changes in
behaviour seen in normal ageing. They
occur gradually, and the personality
changes progressively but with corresponding slowness. Some measurable psychological entities can be well correlated with
personality patterns. These, in normal
ageing are: speed of decision, capacity of
short term memory, speed of learning,
and intelligence.

CHANGING PSYCHOLOGICAL
APTITUDES
Speed of decision, or decision time, is
the time taken by any individual to solve
a given problem. As the alternates or the
number of possible solutions increase, any
subject takes more time to arrive at the
correct answer. There is a general slowing
in one's speed of decision from the twenties on. This slowing is noted in the performance of simple tasks as well as in
administrative thinking. The impairment
is naturally compensated for in most instances by performing at slower speeds.
Older men in demanding occupations tend
MAllcH, 1965

Chritchley, '65

to delegate more responsibility, to put
more reliance on standard solutions and
routines or to neglect various aspects of
their work in order to make up this time.
If the pressures of work and living cannot be abated, the number of errors
increase.
Ageing seems to have little effect on
immediate or long term memory but does
have profound and adverse effects on the
so-called "short term memory" . Short term
memory measures the capacity to store and
integrate details, while other mental activity is going on. It may be an integral part
of learning and training.
There is a definite impairment in speed
of learning with increasing age. It is be·
lieved generally that impairment in ability
to learn is most noticeable when one attempts to learn a new habit which requires
that old ones be unlearned, modified or
integrated with new ones. Even so, given
more time, patience, and practice, the
capacity to relearn is retained.
Longitudinal studies of adults having
superior and average I.Q.'s suggest that
intelligence, once it reaches its peak, is
maintained at this level even into old age.
Cross-sectional studies on the other hand,
comparing various age groups, note a definite decline in mental test scores with age.
The most severe decline is in reasoning
and space abilities, a moderate decline in
word fluency and a minimal decline in
verbal meaning. High grade intellectual
potentialities such as seem to be involved
in abstraction and generalization, are ad·
versely affected in some way by age. These
results persisted, though motivation to do
well was increased and the possibilities of

89

--changes Of Ageing·- - - - - - - - , . - - - - - - - fatigue and boredom were avoided. The
effect of practice was not noticeable except
in isolated instances.

CURRENT THEORETICAL
EXPLANATION OF THE
PSYCHOLOGICAL CHANGES

with age. This random "neural no1se
demands that the subject take more time to
accumulate data and distinguish it from
nOise.

PERSONALITY CHANGES

Some of the personality patterns observVarious theories have been forwarded ed in elderly people correlate well with the
to explain these psychological changes. psychological changes measured in normal
Regarding the I.Q. changes, for instance, ageing. As speed of decision and short
it is theorized that abilities employed term memory become more impaired, there
throughout life hold up well, while those is a natural tendency to round off details
scarcely used since school days may deter- i.e., alternates in problem solving. An
iorate. This is the "disuse" theory which elderly person places more reliance on
states simply that capacities used often are standard solutions and routines. Since we
not lost. Adherents of this theory point live in a rapidly changing society, standard
out that elderly people are almost discour- solutions can be rendered obsolete. The
aged from using mental and physical cap- elderly person who thus adheres to the
acities comfortable and familiar to them. old ways is said to have rigid ideas and
Further, it is noted that vocabulary and inflexible opinions. This is not an unwilinformation tests are experience-weighted lingness to change but an impaired ability
tests and they usually remain high even to master new ideas. The anticipation of
improving with old age. The tests also learning difficulties has labelled older
show that education and continued learn- people apprehensive, over-cautious, fearful,
ing influence the maintenance of intel- stubborn and unreasonable when faced
ligence favourably, while physical and with new ideas or asked to adopt to a
neurological deterioration affect it adverse- changed circumstance.
ly. If not the direct cause of intellectual
Degeneration of the peripheral senses,
deterioration, disuse is likely a factor in
speeding the impairment of elderly persons. loss of libido, and the physical appearance
The "neural noise" theory, while having of age are also related to personality
little pragmatic value, may explain some of changes. Degenerative changes in vision,
these changes. It is noted that electro- hearing and touch nearly always accomencephalographic changes accompany the pany normal ageing. An elderly person
ageing process. Focal dysrhythmias are seen may unknowingly be very psychologically
more commonly in the older ages. They hampered this way and can often be
occur primarily in the left temporal area helped with great boost to his personality.
and do not seem to affect function. Diffuse Eyeglasses, removal of cataracts, hearing
arrhythmias are seen to accompany intellec- aids and stapedectomy operations should
ual deterioration as measured by psycholog- be considered in the psychological treatical testing and psychiatric evaluation. These ment of the aged . An individual begins in
persons have a decreased facility to com- his forties to lose the ability to accommodate
municate and a lower clarity of perception. to near objects and requires bifocals for
Concreteness increases in concept forma- reading. The decrease in hearing is varition and psychomotor speed is reduced. able, but with age one sees and hears less
Crossman and Szaf ram have theorized that of what is going on about him. He must
changes in intelligence and performance either compensate for this or withdraw
are on the basis that random neural activity further from his environment. Television,
in the central nervous system increases reading and the ability to appreciate the
90
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surroundings make life tolerable for many
elderly people. Higher illumination for
reading and the use of colour contrasts on
walls in homes and institutions may significantly change the outlook and personality
for many.
Progressive loss of hearing has been
associated with social isolation, irritability
and suspiciousness because of conversation
problems. Another important change is the
loss of teeth ; it is not uncommon to find
elderly people living on a soft, poorly
balanced diet because they lack or cannot
tolerate their dentures. Protein, mineral
and vitamin deficiencies with resulting loss
of energy and easy fatigability may produce severe emotional reactions.
As perception of, and reaction to paininducing stimuli decrease with age, older
people fail to perceive the early onset of
painful pathological changes. Touch discrimination is handicapped and the touch
clues from the feet, important for orientation, are likewise lost. For emphasis, one
can picture the elderly person failing to
operate his bedside light because of loss of
tactile discrimination, then becoming confused and disoriented and losing his way.
Tactile, visual and auditory senses supply
the ordinary clues to location.
Loss of hair, grey hair, wrinkles and
other physical evidence of ageing are
emotionally disturbing to some people.
Bowman points out that loss of sex
drive and sex capacity gives serenity to
some persons, but is a serious problem resulting in emotional turmoil and depression in others.
SOCIAL CHANGES
It is obvious that, in our culture, one's
position in society changes as he becomes
older. Similarly, the attitude of society
toward the individual changes as he ages.
These social changes tend to be to the
individual's advantage. He often assumes
more respect and authority, as he becomes
better established in his community. The
MARcH, 1965

cultural environment however tends to
stop supporting him when he enters the
past sixty-five age group. Often, it gives
way rather abruptly. Interruption of the
life pattern by death of a spouse, retirement from work, removal to an old
people's home or hospital or just modifying his routine may strain his adaptibility
and precipitate a breakdown in adjustment.
Change may be a hazard in later life.
Socially, because of changing capacities
with age, research is aimed at figuring out
how both to enable people to remain independent as they get older and how best
to care for elderly persons at home or in
institutions when this is no longer possible.
Donahue and Stroll wrote recently that
" the older peron is burdened with the
accumulation of biologic insults and psychologic habits, cursed with a growing
appreciation of the fleetness of time, subjected to the negative attitude of a society
which puts an additional strain upon him
by failing to make adequate provision to
meet his special needs and by downgrading
the values of experience and age."
Ageing therefore carries a special stress.
Society changes as one becomes less able
to meet the changes. Retirement to some
signifies they are no longer needed, and a
depressive retirement syndrome follows.
It is sometimes forgotten that an elderly
person is an individual and that he must
satisfy his psychologic and social needs.
New experience, security, worth and companionship are as important to his wellbeing as a younger man. But, there is a
lack of personal relationships in a city. As
well as social isolation many people suffer
lowered income status and are forced to
accept marginal living standards. Lonely,
widowed women who have lost all security
are a common and special problem. Furthermore, this kind of existence brings
with it news of the death of old friends.
Unachieved ambitions are unlikely to be
achieved. Daily living brings neither successes nor failures. Life has no excitement.
Emotional flatness is the obvious result.
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The problem of depressive periods in
later life is a serious one. Mood changes
and actual periods of depression occur in
the lives of younger adults but many
elderly persons report a definite increase
in the frequency and depth of dep ressive
episodes. Feelings of discouragement, worry
and trouble can be severe enough that they
feel there is no reason for living.
One group studied had depressive episodes at least once a month and these had
a duration of hours to days. All subjects
reported that these had not occurred in
their younger days. All were classified as
reactive depressions. It is of interest that
only 25 % of elderly persons still working
suffered from depressions, whereas 48%
of unemployed and semi-indigent persons
suffered this way. The employed subjects
had a higher intellectual capacity and a
EEG which more closely resembled younger
persons; hence there may be other than
social factors operating here. The examiners did conclude however the social factors such as loss of esteem and social status
or loss of financial status were at the root
of the depressions. Furthermore, they concluded that these were not neurotic or
psychotic type depressions.

CULTURAL COMPARISON
Some of the social implications of ageing are emphasized when we compare
ageing in the Hutterite population of
America. These people do their ageing and
dying in a framework of realism and
serenity and have no problems in adjusting
to old age. Though they suffer the same
physiological changes, depression and suicide are almost unknown in the elderly
Hutterite. In these communities each individual adheres strongly to the ideals of the
past and belief in an afterlife. Age is not
a period of economic insecurity and they
can participate meaningfully in their community with a gradual decline in activity
to old age. An individual tends to gain
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prestige with age while loneliness and
social isolation are virtually unknown. The
community is run on the p rinciple of austerity. Change is introduced gradually. It is
an age rather than a youth dominated
society. Because of its separation and strict
adherence to a status quo it is a relatively
stable social system and avoids many of our
social problems.

CURRENT THEORETICAL EXPLANATIONS OF THE SOCIAL PROBLEMS
In our society an older person is characterized as havi ng a " roleless role" . H is
original function is lost and nothing has
been substituted for it. While the roleless
role theory seems to adequately explain
much of the observed social phenomena,
Cumming and Henery offer their "Disengagement Theory" as an alternative. In
their opinion, social interaction, maintenance and self-esteem and the expansion of
life goals has been unfairly extended from
middle to later life by implication. While
we presume that happy old people must be
active old people, we notice a progressive
reduction in life activities and in ego
energy in most older people.
Disengagement means simply that as we
age, we undergo a normal social and
psychological withdrawal. Withdrawal is
intrinsic and inevitable. It is a condition
and correlate of successful ageing. It is a
gradual and mutually satisfying separation
of an individual and society. It is inevitable
because death is inevitable and it is the
basic principle of functionalism that society
and the individual always accommodate
themselves to the solid facts of existence.
Society and the older person himself are
presumed to prepare for it sociologically
and psychologically. Death of an older
person does not therefore disrupt the
equilibrium of society. Disengagement, say
its proponents, is an observed fact in our
culture. Other writers are less convinced
that it is a functional necessity or that it
is desirable. There is doubt that it is universal for other cultures and times.
U.W.O. MEDICAL JouRNAL

The Hutterite Colonies Example would
indicate that disengagement is a poor interpretation of the facts except as it is seen
within the context of our own social structure where it explains some characteristics
in the development process beyond age
fifty for many individuals. When old age
comes with good health and physical vigor,
there is reason to believe that the pain of
compulsory retirement can be offset by
other activities, that new social measures
can provide economic security, that status
and prestige can be retained in additional
membership and leadership roles and that
social isolation is not necessary or inevitable. If disengagement is a fact, there is
reason to believe that society can provide
a satisfying re-engagement for her ageing
population .
In a psychiatric frame, Steckel theorizes
that the ordinary adequate adjustment between the instinctive force for self-preservation and race preservation breaks down
in many elderly people. A new physiologic
adjustment and psychologic attitude are
required to meet the problem. In later life
he explains the instinctive drive for race
preservation abates, and the self-preservation drive reasserts itself more consciously.
This results in an over-awareness of self
and lack of concern for others. A serious
problem in ad justment and a change in
philosophy are necessary to meet it. If
these fail, apprehension and depression may
result. Often the elderly person distorts
reality and exaggerates his limitations giving a picture of neuroticism when he is
unprepared to change his philosophy.
THE ROLE OF THE PHYSICIAN
Maintaining good health in an older
person is a special problem since symptoms
may be disregarded as being the necessary
result of growing old. Arranging transportation to and from the doctor's office
and other similar mechanical problems, not
least of which is the financial worry associated with medical visitations, tend to keep
many aged people separated from adequate
medical care.
MARCH,
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Litman wondered if the motivation to
stay well or the motivation for recovery
from illness might be lost coincidentally
with loss of role and function. Sudden,
unexpected disablement in an older person
is known to be very psychologically disruptive. He hypothesized that there would
be an inverse relationship between the
patient's age at the time of admission for
a serious complaint and the rehabilitative
response. To test this, he chose a rehabilitative task which was painful, arduous and
required relearning previous activities
which seemed purposeless and futile in the
light of the roleless role theory. Unexpectedly there was no inverse relationship
noted between age and response. There
was a good relationship i.e., high therapeutic rating, in patients who had a favourable self-concept, good family solidarity
and previous participation in social activities. Not age, but social and psychogenic
factors were, it was concluded, the critical
influences in rehabilitation.
Aged patients will present with any
number of medical problems but depression and anxiety are commonly present.
Questions about sleep, appetite and bowel
functions, about time, date and place often
disclose classical depression, disorientation,
memory and intellectual deficit.
In their search for aid , aged patients in
our society commonly exhibit antisocial or
dependent behaviour. Obstinacy, coerciveness, threatening, hostile and demanding
attitudes are seen on one hand while
apathetic, querulous and confused behaviour may be seen on the other hand.
Verbalized hypochondriasis as well as feelings of neglect and persecution are commonly associated with depressive episodes.
If this behaviour is interpreted as a bid
for assistance and attention, the doctor can
be of aid. Behaviour, even in the brain
damaged patient, can be reversible by what
Goldfarb calls 'therapeutic use of self'. He
explains that by recognizing the underlyi ng psychologic aspects at the root of this
behaviour, attention, interest and encour-
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--Changes Of Ageing·- - - - - - - - - - - - - - agment by the physician can do much to
restore self-esteem and adjustment in the
older patient. Furthermore, the physician's
interest invariably leads to improvement
in the care given by others. In short, the
relationship between the doctor and his
older patient can be of great therapeutic
value and do much to relieve the patient's
physical distress as well as his disturbed
response to the stress.
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Medicare, The Aged
and the U 5.A - A Review
Harvey Rabin, '65

.. It has become nearly es tablished as a principle of a democratic society that
all members of that society are entitled by right to receive the highest, most
efficien t, and up·tO·date medical care available, regardl ess of their ability to pay.
Certainl y no one can quarrel with th is fundamental ideal. ..
Ed itorial. ew England Journal of Medicine'

"I will take a case which may be typical,
a family which may be found in any p art
of the United States.
"The husband has worked hard all his
Life and he is retired . He might have been
a clerk or a salesman or on the road or
worked in a factory, stores or whatever.
He has always wanted to pay his own way.
He does not ask anyone to care for him,
he wants to care for himself. He has raised
his own famil y, be has educated them- h is
children are now on their own. He and h is
wife are drawing Social Security; it may
run $75, $100, 125 in the higher bracketslet's say it's $100. And he has a pension
MARcH, 1965

from where he worked, the result of years
of effort.
"Now, therefore, his basic needs are
taken care of. He owns his house. He has
$2,500 or $3,000 in the bank. And then
his wife gets sick-and we are all going
to be in a hospital, nine out of ten of us,
before we finally pass away, and particularly when we are over 65- now she is
sick, not just for a week, but for a long time.
" First goes the 2,500 - that's gone.
Next he mortgages his house, even though
he may have some difficulty making the
payments out of his Social Security. Then
95
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are heavily burdened, because they are paying for their house, and they are paying
for their sicknesses, and they want to educate their children. Then their savings
begin to go.
"This is not a rare case. So therefore
now, what is he going to do? ... "
The above excerpt is from a speech made
by the late President John F. Kenned y on
May 20, 1962, to a huge crowd that filled
Madison Square Garden in New York City
to marshal support for Kennedy's Medicare for the Aged program. 2 "This year,"
said Kennedy, "or certainly as inevitably
as the tide comes in, next year, this bill is
going to pass."
On May 21 , 1962, speaking in an empty
Madison Square Garden , Dr. Edward R.
Annis, representing the American Medical
Association, said, "We doctors fear that
the American public is in danger of being
blitzed, brainwashed, and bandwagoned
into swallowing the idea that the KingAnderson Bill [Kennedy's proposed legislation J is the only proposal-that there is
nothing else. Well, let's put that outrageously false idea on the bandwagon and
send it back where it came from !" 2
Thus the Administration and the A .M.A.
squared off for a fight.
It is the purpose of this article to review
the medicare debates in the U.S.A.-to
elucidate the several legislative plans, and
to briefly discuss their advantages and
their disadvantages. It is not the purpose
here to make any specific recommendations.

Almost everyone agrees that the medical
needs of the aged must be met. But the hot
political dispute centers about "which
pocket, whose pocket, and how much ."
The problem of providing adequate
health coverage for the aged has att racted
much attention by the public, the aged
themselves, the medical profession, the
A.M.A., and the government, local, state,
and federal. Why ?
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"The med ical needs of older persons and
their utilization of health services are
obviously far greater than those of the rest
of the population, but their financial resources for meeting such needs are smaller,
and they have far less access to the fin ancial advantages of group coverage ... The
aged have far higher rates of physical
impairment, morbidity, and medical care
utilization than younger persons. They
experience nearly three times as many days
of restricted activity per year, and nearly
2y2 times as many days in short term
hospitals." 3 Other reasons for the growing
disparity include the greater availability of
geriatric health services, the availability of
more effective medications, the growing
health consciousness among the aged, and
the fact that as longevity increases at the
advanced ages, so also do the morbidity
rates.
In addition to these problems, the financial resources (income and assets) of the
aged have contributed to many studies by
several government agencies, including the
Bureau of the Census, and the Social Security Administration. In 1958, three-fifths of
the aged not in institutions (one third of
the men , and three quarters of the women)
had an income amounting to less than
1,000 in total. Of all persons 65 and over,
half were below 870. 3
Several avenues of medical assistance for
the aged are available now, and others are
being proposed- all in an effort to solve
this problem.
i) Voluntary Health Insurance and Prepayment Plans-Upon retirement, persons
may be able to convert from previously
held group policies and continue to make
individual payments from their own resources. In 1960, 15 Blue Cross and 13
Blue Shield plans eliminated age limitations, where previously these plans were
limited to persons under 65 years of age.
These prepayment plans, however, have
higher premiums for the aged than for the
general population, and the benefits are
more restricted. Some of these plans reU.W.O.
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strict allowances for hospitalization, or
they have deductible or co-insurance
clauses. Since the average retired person
has a cash income at or below subsistence
levels, the premiums for these plans may
be a prohibitive drain on his resources.
ii) Congressional Assistance- Political
parties and governmental agencies have
been proposing solutions with increasing
frequency. The elements of these proposals
vary and they differ with respect to their
use of federal funds , their philosophies as
to state and local participation ( administrative or financial), their use of the Social
Security mechanism, and also their use of
a means test.
The remainder of this article will be
devoted to a comparison of the more important of the legislative plans proposed,
and to a discussion of their value in the
light of what has already been said .
The Kerr-Mills bill was passed by Congress during its special session in the late
summer of 1960. The law established a
new federal-state program of medical care
assistance of medically indigent elderly
persons. Each state was to determine the
eligibility of those over 65 years of age
who are not recipients of Old Age Assistance but whose resources are not sufficient
to purchase personal medical services (i.e.
a means test). The federal government will
support 50 to 80% of the cost, depending
on the per capita income of each state. This
bill has been adopted by more than 1f2 of
the states and protects over 60% of the
aged population in these states. "KerrMills aid is designed for people who are
able to meet regular living expenses but
who cannot meet the added expense of
large medical bills." 5
During the Kennedy Administration,
the King-Anderson bill (New Mexico's
Senator Clinton Anderson and California's
Congressman Cecil R. King) was realized,
which would establish a program of medical care for all the aged under the Social
Security system. The Kerr-Mills bill was
felt inadequate for several reasons. Some
MARCH,
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states couldn't afford to support the re·
maining 20 to 50% of the cost of this aid.
If all of the states took advantage of this
program, the cost to the federal govern·
ment would rise such that the federal
budget would suffer. And some states feel
that the means test makes a person prove
he is a "pauper" before he can get any
assistance.
In general, the King-Anderson proposal
would provide 90 days of hospitalization
(in 2 to 4-bed rooms) with the patient
paying 10 per day for the first nine days,
180 days of nursing home care following
hospitalization, outpatient diagnostic services with the patient paying the first 20,
and certain limited home health services. It
does not pay the doctor's fees. The KingAnderson bill would cover all people aged
65 or over who are eligible for Social
Security benefits. A 25 year old employee
earning 5,200 yearly would pay 51 more
per year for Social Security for 40 years.
There would be no means test and no
financial participation by the individual
state. This bill has "languished" for more
than 3 years in the House of Representative's Ways and Means Committee. The
American Medical Association is opposed
to this proposal for medical aid to the
aged.
The Kerr-Mills bill begins at the local
level with the family, then the county and
state organizations, and finally, the federal
government, in that order. The KingAnderson bill is more "socialistic" in its
approach in that it begins at the top. This
is the basis for the A.M.A .'s opposition to
the latter bill. "Our [the A.M.A.'s) major
concern is that the passage of the KingAnderson bill would retard rather than
promote the science and the art of medicine and the betterment of the public
health," said the A.M.A. in a 3-page statement published in the Journal of the
American Medical Association.6 This bill
"would lower the quality of medical care,
for it would introduce into our system of
freely practiced medicine the elements of
compulsion, regulation, and control ... It

97

--Medicare---------------------would quickly expand until it provided
complete health services and covered
people of all ages under a system of socialized medicine ... a government-run, government-controlled health plan for everyone. Doctors want to be responsible for
their patints to the limit of their competence. It weakens the intimate doctorpatient relationship which is the basis of
all good medical care."
Vice-President Hubert Humphrey (then
Senator Humphrey), in a special communication to the J..A.M ..A. quoted from the
opening statement of the King-Anderson
proposal that, "These health benefits will
be provided to elderly people in a manner
consistent with the dignity and self respect
of each individual; without interfering in
any way with the free choice of physicians,
or other health personnel, or facilities by
the individual; without the exercise of any
federal supervision or control over the
practice of medicine by any doctor, or over
the manner in which medical services are
provided by any hospital." 7 President Kennedy said about social security financing of
health care, that, "This is not a program of
socialized medicine. It is a program of prepayment of health costs with aboslute freedom of choice guaranteed. Every person
will choose his own doctor and hospital."
Dr. Osler L. Peterson, Visiting Lecturer
1961, Dept. of Preventive Medicine, Harvard Medical School, states, "Many of the
arguments that are directed at the use of
social security are based in fears that the
freedoms of the medical practice and the
patient's choice of physician will be lost to
a large and inefficient bureaucracy. However, the values held in a democratic
society are the ultimate protections of such
freedoms. The general acceptance by our
society of freedom and choices of medical
care makes it unlikely that these will be
abridged if we understand the issues clear1}' and act wisely ... Doctors might consider whether it might not be more prudent
to back the use of social insurance for the
aged in the hope of preserving voluntary
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health insurance for the rest, and this may
be related to the latter's constant and rapid
improvement."
Other reasons for oppos1tton to the
King-Anderson bill have been advanced.
This bill would furnish medical care to
many who do not need it; to those who use
it, care that would be inadequate for their
needs; and to those who need it, it would
fail to furnish any care at all. The social
security system would provide medical care
to many who are financially independent
and have their own voluntary health insurance and maybe even a pension plan. It is
estimated that by 1970, 80 % of the aged
wanting health insurance will have coverage . .About the coverage being inadequate,
the bill would cover about one quarter of
what the Department of Health, Education,
and Welfare estimated is the yearly medical expense of a person over the age of 65.
.And finally the bill would exclude 25 % of
persons over 65 because they are not eligible for social security (this includes some
persons with annual incomes of less than
1,000). Where the latter applies, some
people have advocated using the KerrMills bill for needy people without Social
Security.
The .A.M.A. favours the Kerr-Mills
approach because it believes that is preserves the quality of medical care, does not
limit the variety of health services each
state may provide, and supplements rather
than supplants the right to participate in
voluntary health insurance programs.
"Kerr-Mills aid is designed for people who
are able to meet regular living expenses,
but who cannot meet the added expense of
large medical bills ."~
In spite of what has already been said,
the .A.M.A. "is convinced that private
health insurance and pre-payment plans
constitute the most effective device available to the elderly for the financing of
health care." 8 In view of this philosophy,
the Clackamus County (Oregon) Medical
Society introduced to the House of DeleU.W.O.
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gates of the A.M.A. in November, 1961,
"Resolution 16" which was never acted on.
It is a proposal for the experimental production of "the best possible medical care"
for the elder citizen.
Resolution 16 reads as follows, "We
propose legislation by the Congress of the
United States to this effect: that each person whose income is inadequate for the
purchase of his own medical care may,
upon his voluntary request, and with his
eligibility automatically determined by his
current income records, obtain assistance
from the federal government for his own
purchase of comprehensive prepayment
doctoring in the open, free, competitive
market of care." 1 o
An editorial in the New England Journal of Medicine states, "Resolution 16, with
the involvement of a minimum of socialistic machinery, is proposed as being consonant with an honest recognition of the
capitalistic system under which this nation
has prospered." 1
If such a plan were followed whereby
the state was to indirectly subsidize a
private profit-making concern, it seems
likely that this would soon lead to some
form of standa rd insurance plan being required of the insurance companies by the
government, as in Ontario's Bill 163: The
Medical Services Insurance Act (which was
given second reading by the Ontario legislature, April 25th, 1963, and referred to
a Public Committee for study) .13
In summary then, the Kerr-Mills bill
provides federal support of state welfare
programs for the aged, the King-Anderson
bill proposes medical care to the aged
through Social Security, and the Resolution
16 proposal suggests federal assistance for
voluntary prepayment plans. One conclusion can be clearly stated- the aged are
getting some form of medical assistance;
it is just a matter of which form is best.
"If the country is to have increased
participation of government in the provision
of medical care, all conservative intelligently
MARcH, 1965

conceived methods should be examined in
order that what seem to be the best should
be at least considered." 1
I would like to express my appreciation to
Dr. C. Buck, Professor of Preventive Medicine,
for her suggestions and comments during preparation of this report.
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The Care of the Dying
Emilie Novak, '66

"It is the duty of a doctor to prolong life but not the duty to prolong the
act of dying."11

INTRODUCTION
Ageing and dying are inevitable events
that must be faced by every individualonly the manner differs. Up until the nineteenth century, they were accepted as
problems to be faced alone. W ith the
advent of the Victorian era, more concern
was shown for the aged and the dying, but
consisted of pure sentimentality. The twentieth century has seen the virtual elimination of infectious diseases as a cause of
death; the degenerative and neoplastic
diseases are now the most common causes.
In most cases, the disease processes extend
over many years after the fifth decade of
life; they produce gradual anoxia, anorexia,
toxicity, and immobility which cannot be
stopped. Death has thus become the end
event of a long period of dying for more
people now than ever before. For this
reason, there has been a recent great upsurge of interest in the management of
these people.

RESEARCH INTO DYING
In order to study the phenomenon of
dying, one must have a working conception of what it is. One writer has said
that "a person is dying when the well-tried
remedies fail to act and no substitute can
be found, and in some unknown way the
patient enters the act of dying." 7 Another
writer has said that "the sensation of dying
is a consciousness that the heart is failing
in its task of supplying blood and that the
brain will soon cease to function." 11 With
these definitions in mind, there have been
several studies in the past fifteen years to
determine what a person feels when he is
dying and how he can be helped to face
death .
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J. M. Hinton, one of the leading workers in this field, did one study where he
compared 102 patients with illnesses fatal
within six months, to another group of
102 patients having a non-fatal disease in
the same body systems. He concluded that
in the group with fatal illnesses, physical
distress was commoner, more severe, and
less amenable to treatment; severe depression was more prevalent. The most common types of distress were pain, dyspnoea,
nausea, vomiting, malaise, and persistent
cough; of these, pain was the easiest to
relieve. Death wishes, consideration of or attempts at suicide were the manifestations
of depression ; the depth of depression was
directly proportional to the length of the
illness. As their illnesses progressed, more
and mo.te of Hinton's patients became
aware that they were dying.s
Other studies have shown that most
dying people demonstrate some degree of
anxiety regarding death. Those with the
least anxiety are the people with a strong
religious belief in a "life after death" or
people who have little to lose by dying. 10
They adjust themselves to a state of progressive weakness and limited activity,
rather than to the actual threat of death.
Those individuals less strong in faith , may
also resign themselves to the fact that
death is approaching, but they are fewer in
number than those who form the single
defence mechanism of refusing to accept
the possibility of death. These individuals
concern themselves with the minutiae of
day-to-day living, such as keeping clean,
dressing, eating, having daily bowel movements, etc.; they become greatly introverted and selfish in their attempts to hold
onto life. Normally, there are no gross
personality changes during the period of
U.W.O.
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dying; "men die as they lived, according
to character and mood". 2
While listening to elderly people talk,
it is immediately apparent that they are
not primarily afraid of death per se, but of
a long drawnout painful process of dying ;
they would much prefer to die suddenly.
One writer has found that in a group of
elderly patients that he studied, the majority of them, particularly those that were
dying, were in favour of euthanasia because they wanted some control over the
time and manner of their death ; there was
a significant relationship between love for
other people and favouring of euthanasia,
presumably because of a desire to not be
a burden to them. 3
Many elderly people when they realize
that not much time is left, tend to lose
their modesty and become dramatic in an
attempt to make their departure more dignified; hence, the "famous last words" .
However they are a misconception because
they do not occur immediately before the
time of death. The gradual anoxia associated with a failing heart causes dullness of
perception, confusion, and loss of consciousness; death may occur at any length
of time after that- it is usually sudden and
peaceful. As Osler said in his lecture
"Immortality of Man", "most people die
as they were born- unconscious of what is
happening".

MANAGEMENT
Only experience can develop the finesse
of caring for dying patients, but that same
experience and recent studies have revealed
certain basic principles which shall be
discussed now.
It must be remembered that the process
of dying cannot be retarded or stopped ;
therefore, it is not the time for extensive
investigations, dramatic surgery, or belated
remedial measures which may bring discomfort to the patient. The relief of distress, particularly pain, is most important,
for pain leads to tension which in turn
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goes on to fear and loss of confidence.
Mild analgesics such as aspirin and codeine
should be tried first, perhaps in conjunction with the barbiturates; oral administration of drugs should be attempted as
long as possible. Surgery and nerve destruction may be considered for the relief
of intractable pain, particularly that of
cancer and if the probable duration of life
is at least three months. Alcohol, in the
form of whiskey, or other beverage acceptable to the patient, may prove of great
benefit since it provides some caloric intake, relieves pain, promotes sleep, decreases mental depression, and bolsters
morale. Tranquilizers such as the phenothiazines are of no use by themselves for
sedation; however, if combined with a
barbiturate or alcohol, they will potentiate
the sedative effect of these two drugs.
Morphine is considered "the queen of the
pain relieving drugs" ;11 its disadvantages
are that it must be given by parenteral injection, it may cause nausea and vomiting,
patients become tolerant to its action and
require increasing quantities to relieve the
same amount of pain. Nonetheless, morphine is the drug of choice for intolerable
pain after all the other drugs have been
tried .
In all ways, the dying patient should be
made as comfortable as possible. Unless
he is very ill, he will prefer to be at home
in familiar surroundings; any break in h is
life-long habits will cause unnecessary
emotional disturbance. Cleanliness is not
next to godliness if it requires him to
be manipulated extensively;11 skin and oral
care should be adequate to prevent infection and ulceration. Food should not be
forced into him as three full meals per
day; he will find it much easier to take it
in small amounts and in a soft or liquid
form. With such a diet, no more than two
or three bowel movements per week are
necessary; if none for more than a week,
an enema is required. Abdominal distension is to be avoided. Urinary incontinence
with or without overflow is a great problem in elderly people, especially if they are
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bedridden. The answer is an indwelling
rubber catheter and/or a waterproof sheet
and an absorbent pad under their buttocks.
Even more important than his physical
requirements, is the patient's mental welfare; our culture emphasizes optimism at
all cost but it has been found that the
majority of dying patients are aware that
they are dying. In view of this fact, the
oft-discussed problem of "should the doctor tell' does not seem so insurmountable.
Almost always, both the patient and the
doctor maintain a "conspiracy of silence"
in which the patient doesn't want h is fears
confirmed nor does he want to place the
doctor in the embarrassing position of
having to tell him that he is dying; 12 in
most cases, he will appreciate the opportunity to express his fears and anxiety.
Each patient must be evaluated individually as to his strength of character, his
family and business affairs, his religion,
how much he knows already and how
much more he wants to know. Studies have
shown that the dying seem to wish only
minimal information but they do not want
equivocation. A near relative, preferably
one who is emotionally stable, should be
told of the patient's condition and can then
take it upon himself to communicate it in
an appropriate manner to others; tranquilizers are indicated for the control of exaggerated emotional reactions in relatives.
The patient's progress should not be discussed with relatives in the sick room, nor
should there be any conversation or
whispering nearby which could be misconstrued by the patient as applying to
him. Daily visits by the physician are a
must in order to prevent loss of confidence
and the appearance of anxiety on the part
of the patient. Where there is some religious background, the clergy can be of in valuable help in providing spiritual comfort for the patient and his family.

interference." 13 His underlying disease
process should still be treated but the doctor's main concern is the relief of h is
discomfort and the care of his basic bodily
needs. He and his family must be made to
accept his condition and to make the suitable emotional adjustments; this requires
continual interest and effort on the part
of the attending staff.
To conclude, it must be remembered
that the dying person is still a sensible
living human being and should be treated
as such - with respect, understanding,
sympathy, and dignity.
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The Physician, The Law
And Death
Frederick Nash, B.A., '65

Introduction
When a patient is d ying, dead, presumed dead or suicidal, the attending
physician is often surrounded by a multitude of ethical and legal requirements.
Some of these duties affect the physician directly or the7 are implied. In the case
of neglect of duty, it is stated widely that ignorance o the law is no excuse. It
is the purpose, therefore, of this article to gather together some of the regulations
that are now in existence.

EXTERNAL SIGNS OF DEATH
The most useful signs of death are those
which can be detected by external examination of the body. It is upon these signs
that the medical practitioner relies to
determine the presence of death and to
estimate the approximate lapse of time
since death. These signs are as follows:
1. Loss of Movement.

2. Stoppage of The Heart and Respirations.

Heart stoppage should be determined
by the use of an electrocardiograph for
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three minutes or by a stethoscope
placed on the precordium for five minutes. Similarly, cessation of respirations should be determined by placing
a stethoscope on the larynx for five
minutes.
3. Loss of Body Heat. An approximate
estimate is suggested in the following:
Normal temperature - rectal temperature
1.5

equals
the approximate number of hours since
the time of death.
103
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However, it must be remembered that environmental circumstances exert a very
important controlling effect on the rate of
body heat loss.
4. Postmortem Lividity. This condition is
caused by the stoppage of circulation,
stagnation of the red blood cells and
suggillation due to gravity. The dependent parts of the body (and
organs), therefore, are red and blue
tinged , whereas, the upper portions
are paler.
5. Rigor Mortis. Due to chemical changes

within the various muscle groups rigidity generally begins to develop first in
the eyelids and then progresses to the
muscles of the face, jaw, upper extremities, trunk and lower extremities; the
process is usually completed in about 2
to 6 hours. After 12 to 48 hours the
rigor passes off approximately in the
same order in which it appeared.
6. Postmortem Eye Changes. Initially one
sees 'box-earring' of the blood in the
retinal veins. The irises may be affected
to different degrees by the rigor mortis
and cause unequal and irregular pupils.
Generally, the pupils are fixed and
dilated very early after death. Later,
the cornea loses its glistening appearance due to a film of dried secretions.
7 . Postmortem Decomposition. This con-

dition is seen in the form of putrefaction and/or mummification. Less frequently, adipocerous formation occurs.
8. Later Destruction of the Body. The
speed of decomposition and destruction
depends greatly on the environment of
the dead body. An old formula of
Casper states that decomposition due
to one week's exposure in the air is
equivalent to two weeks in the water
or eight weeks in the soiJ.t

THE HUMAN TISSUE ACT
This act revokes the previous and reasonably well-documented fact that no per104

son retains control over his body after
death ( eg. by instrument of a will), the
reason being that there is no ownership
or property in a dead body. Therefore, in
the past, a direction of this nature in a
will was not binding upon the representatives of the deceased. However, this new
act now allows for the disposition of
bodies or parts of deceased persons for
therapeutic purposes or for the purposes
of medical education or research. The
donor may in writing at any time or orally
in the presence of at least two witnesses
during his last illness consent to the disposition of his body or any of its parts as
stated above. Where a deceased person has
not made a request to be a donor, his next
of kin or, if none, a person lawfully in possession of the body may authorize the
removal of any of its parts and their use
as set out above.2

THE VITAL STATISTICS ACT
Under this act the medical attendant
(or nurse) is requested to inform the
parents or guardians of the child to fill out
the Notice of Live Birth or Stillbirth
(Form I) . The required form must be
sent within forty-eight hours to the Division Registrar. In the event of a still-birth,
the act requires that the Medical Certificate of the Cause of Still-Birth (Form 10)
be filled out by the legally qualified
attending physician or, if there was no
such physician in attendance, by the coroner. The onus is put on the physician or
coroner to deliver the certificate to the
funeral director. This form allows him to
make further preparations for the burial,
cremation, or other disposition or removal
of the body (sections 13.2 and 13.3).
All other deaths can be reported on the
Medical Certificate of Death (Form 18).
"The legally qualified medical practitioner
who was last in attendance during the last
illness of a deceased person or the coroner
who conducts an investigation or inquest
into the death of a person shall forthwith
. . . complete and sign a Medical Certificate
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of Death in the prescribed form . . ."
(section 16.3). The onus again is on that
person to deliver the certificate to the
funeral director. On receipt of the above
certificate he may then proceed further
with the funeral arrangements. 3
At this point it may be wise to consider
several points pertinent to the issuance of
a Medical Certi ficate of Death. First, the
body should be positively identified ( eg.
by a relative or bona fide friend) before
the Medical Certificate of Death is com pleted. Second, the onus is on the physician
or coroner completing the certificate to
await definite instructions as to whether or
not an autopsy will be performed ; this is
necessary in order to indicate the most
accurate cause of death . Third , if a
private patient dies, it should be the duty
of the private physician (ie. the physician
who was last in attendance) to complete
the Medical Certificate of Death rather
than an intern. The consistent fulfilmen t
of these three points by those concerned
may help to avoid later legal entanglements .•

LEGAL PRESUMPTIONS
a) Death
Common law courts are frequently called
upon to deal with applications arising out
of the presumed death of persons who
have disappeared in various circumstances.
Medical evidence is rarely necessary except
in certain rare cases, for example, to prove
that a girl of 16 died unm arried and without issue, to prove that a woman was a
widow, to defend a charge of bigamy, to
obtain a legacy, to obtain insurance money.
The presumption of death after the expiration of seven years from the date when
the missing person was last heard of is the
general rule of law. However, this rule is
not recognized as absolutely binding. The
court does not presume the death of the
alleged deceased but does allow the applicant to proceed in legal matters as if the
deceased had died on or since a certain
date.
MARCH,
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b) Survivorship
It is enacted that in all cases where two
or more persons died in a common calamity which renders it uncertain which of
them survived the other, the younger shall
be considered to have survived the elder
(subject to any order of the court). In
other cases the last reported sighting of
one of these persons in the absence of the
others being seen may suggest that person
to have died last. Also, if a mother and
child both die in childbirth without witnesses, the presumption is that the mother
survived the cbild. 5

AUTOPSIES
Official autopsies ordered by a warrant
from the coroner and post-mortems legally
ca rried out inside the provisions of a
provincial Anatomy Act should not give
rise to problems of consent for the postmortem examination.
Unofficial autopsies, on the other band,
require proper consent. If a will names an
executor, the right of possession of the
body for burial belongs first to that person. In the absence of an executor, the
primary right to possession belongs to the
surviving spouse (if not legally separated)
or, if none, the right belongs to the next
of kin or, if none, to a close friend . Since
the person having the right to possession
of the body is entitled to the whole body,
no part of it may be retained ( eg. for
pathological examination) without permission. Therefore, if future legal actions are
to be avoided by the attending physician
and the hospital ,the proper sequence and
form of autopsy consent should be adhered
to and signed in the presence of witnesses.6
THE CORONER'S ACT
The coroner in the province of Ontario
is almost invariably a Doctor of Medicine.
He is empowered to investigate any death
reported to him, to order a coroner's
autopsy and/or an inquest into the cause
of a death .
10 5
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Every person who has reason to believe
that a deceased person died,
(a) as a result of,
( i) violence, ( ii) misadventure,
(iii) negligence, (iv) misconduct, or
(v) malpractice;
(b) by unfair means;
(c) during pregnancy or following pregnancy in circumstances that might
reasonably be attributed thereto ;
(d) suddenly and unexpectedly;
(e) from disease or sickness for which he
was not treated by a duly qualified
medical practitioner;
(f) from any cause other than disease, or
(g) under such circumstances as may require investigation,
shall immediately notify a coroner of the
facts and circumstances relating to the
death .
Section 8
Where there is reason to believe that a
person died in any of the circumstances
mentioned in section 7, the body of the
deceased shall not be embalmed or cremated and no chemicals shall be appiied to it
externally or internally and no alteration
of any kind shall be made to it until the
coroner so directs.
Section 2 1
This section requires that all patient
deaths in a mental hospital (to which The
Mental Hospital Act appiies) or the death
of an inmate in a home for the aged ( to
which The Homes for the Aged Act
applies shall immediately be reported to a
coroner.
Section 22
This section requires the reporting to a
coroner of all prisoner deaths in a reformatory, industrial farm, training school or
jail.

Also, the body of any person who is to
be cremated must be released by an order
of a coroner. About 24% of the total
deaths in Ontario are reported to the cor106

oner. Of these, 26% come to autopsy. It
has been suggested that more of the reported deaths should be autopsied.

THE ANATOMY ACT
This act allows for bodies found publicly exposed or of a person who immediately
before death was supported in and by a
public institution to be placed under the
control of the local inspector of anatomy.
He is empowered to deliver any unclaimed
bodies to the teachers of anatomy or surgery in a school (Medical or Chiropractic) .
These schools are required to keep and
preserve the body for not less than 14 days
while waiting for a claimants

MISCELLANEOUS
a) Suicide
In cases of suicide involving hospital
patients, it is noted that, while the duty
of care which a hospital owes to a patient
extends to protecting him from dangers
due to a mental condition, the hospital
(including the doctors and nurses) is not
an insurer of his safety. The law does not
require anyone to guard against events that
a reasonable person under the circumstances would not anticipate as likely to
happen. However, it is the duty of the
admitting physician to inform the hospital
of a patient's possible suicidal tendencies.
If, on admission to hospital, a patient's condition indicates clearly that he has attempted suicide the matter should be reported
immediately to the police. Attempted suicide is a criminal offense. However, if the
report turns out to be wrong, the patient
can sue for defamation .9
b) A D ying Declaration
Although it is hearsay evidence, a dying
declaration can be admitted as evidence but
usually only in criminal cases where an
accused person is on trial for a charge of
murder or manslaughter. Here, the expert
opinion of the medical witness is necessary
before its admission as evidence. The
U.W.O.
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dying declaration can only be admitted as
evidence if the declarant was actually in
danger of death, and if he had a settled
hopeless expectation of death that eventually occurred. 1 ~

c) Patient's Wiil
If a patient insists on preparing his own
will, there is nothing one can do to prevent
him. However, members of the hospital
staff should avoid offering advice concerning the will except to suggest that the
patient caU in an attorney. A competent
doctor should not agree to witness a will
unless he has satisfied himself that the
patient is of sound mind and fully realizes
his actions as to the disposition of his
property. It is for this reason that it is
considered good practice, whenever possible, to have the attending doctor as one
of the witnesses because the physician,
by signing, suggests that the patient was
in control of his faculties .1 1
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CONCLUSION
In the course of the previous few minutes of reading I hope that you, the medical
practitioner, present or future, have been
enlightened. I am certain that most of the
foregoing was not entirely new. It was not
intended to be so, nor was it intended to
be a treatise on the subject. The intention,
however, was the presentation of a guide
to some of the existing legislation and
procedures regarding a matter with which
the physician is constantly concerned- the
death of a patient.
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Management of Grief
and Bereavement
Sally Doyle, '67

DEFINITION

THE NORMAL GRIEF REACTION

Grief is defined as an emotion of deep
sadness brought about by the loss of something sought or valued . It is most profound when the loss is the death of a
loved person. Bereavement is not an
emotion, but is the state of deprivation
which gives rise to grief. This article is
mainly concerned with bereavement and
grief as they are related to death.

Reaction to a situation of bereavement
will vary depending on the emotional
make-up of the person involved, the age
and length of illness of the person who
dies, and the individual's closeness to that
person. For example, a child who is killed
suddenly may be mourned more than an
elderly person who has been ill for a long
time.

DIFFERENCES IN EXPRESSION

Physical symptoms of grief include a
tightness in the throat, a sinking feeling
in the abdomen, exhaustion, crying or sighing, non-directional hyperactivity, and intense subjective distress.

Grief and sorrow have many forms of
expression in different cultures and religions. In India, until recently, it was the
custom for a widow to be burned on the
funeral pyre of her husband . The renting
of garments was the standard expression
of grief in the time of Moses. In the past,
individual grief was often accompanied by
that of professional mourners who were
hired to weep and bowl. The modern custom of wearing black at a time of mourning bas been known since Roman times.
A person 's death was not an occasion for
sorrow for peoples such as the North
American Indians who believed that the
deceased 's future was in the "Happy Hunting Ground" , or for the Greeks, who
dreamt of Elysian fields.
Protestant, Roman Catholic, and Jewish
religions in our culture have slightly different funeral customs, but the grief and
emotion experienced at the time of death
are very similar among these religions.
'Tis not alone my inky cloak, good Mother,
or customary suits of solemn black,
or windy suspiration of forced breath,
o, nor the fruitful river in the eye
That can denote me truly :
But I have that within which passeth show,
These, but the trappings and the suits of woe."
Hamlet Act I, Scene 2, 1. 77-86
108

Emotional manifestations may include
feelings of guilt. The bereaved may believe
that he neglected the deceased in the past
in some way and magnify the importance
of this neglect. A less damaging reaction
is the idealization of the deceased, by
dwelling on his good qualities.

MANAGEMENT OF GRIEF
(a) Family
Everyone should be aware of the basic
principles involved in the management of
grief. These first few apply specifically to
the family and friends of the deceased:

Initally, encourage the bereaved to express as much grief as he actually feels .
Permit him to reminisce about the deceased
person if he wishes, since this helps to release grief. Suppression of grief causes an
unnecessary and possibly harmful build-up
of inner tension and anxiety.
When speaking to a bereaved person,
remember that advice as to planning the
future will likely fall on deaf ears in acute
U.W .O.
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grief, when the person is numbed by a
sense of loss. Also, keep a close watch on
your own emotions, since any anxiety and
insecurity may easily be transferred to the
bereaved person.
After the acute phase of grief an individual becomes increasingly aware of the
physical reality of his loss and must begin
to function in his new situation. The
amount of adjustment may be minimal or
overwhelming. For example, a young
widow with several children must take on
the responsibility both of supporting her
children financially and of caring for
them without the help of a father. At this
stage one can encourage the person either
morally or materially - but mostly the
struggle to "keep going" must be won
within himself.
(b) Medical
Medical people are often faced with the
death of patients and the task of telling
relatives that a patient has died. A physician must try to buffer the shock for them,
if possible. This may be done before death
by humane truthful counselling, such as
telling a patient if he has cancer. Death
may be sudden and unexpected as in an
automobile accident, or occasionally, in
surgery. In such a case, the physician
should not announce point-blank that Mr.
Smith has died, on contacting the next of
kin. Rather, he should ask him to come
to the hospital, indicating that the situation is very serious. This prepares him
mentally for the news when it does come,
even if it is only a few minutes later.

If relatives are present when a person
dies, one cannot do anything to relieve the
initial shock. They should, however, be
taken somewhere where they can be alone,
perhaps to the doctor's office, and be given
sedatives if they are very upset.
Generally speaking, the physician's role
in dealing with a bereaved person is greater in small communities than in large
centres. A. doctor in a small town is more
closely involved with the lives of his
patients and their families .
MAllcH, 1965

It is said that physicians become accustomed to death and to much of human
suffering because they must harden themselves and resist undue emotional involvement with their patients. This may be so,
but it is no excuse for tactless treatment
either of dying patients or their bereaved
relatives.
(c) Clergy
Greater than the help a physician can
give is that of the clergy, especially if the
family has some form of religious affiliation. Like a doctor, a priest or minister is
constantly concerned with life and death,
perhaps at a more personal level. If a
family's Chaplain is available it might be
advisable to have him inform them of the
death. If this is not possible he should be
called to speak with the family afterwards.
At such a time a minister brings a source
of comfort and spiritual strength. A clergyman helps later by visiting the bereaved
person occasionally, by reassuring him that
his g rief is not final- he will recoverand by teaching him to make use of this
grief to strengthen his faith .

ABNORMAL REACTIONS TO GRIEF
" Good Hamlet, cast thy nighted colour off
Do not forever with they veiled lids
eek for they noble father in the dust.
Thou know'st 'tis common; all that live must die,
Passing through nature to eternity."
Hamiel Act I, Scene 2 I . 68-73

An exaggeration and prolongation of
the symptoms mentioned in the normal
grief reaction occur frequently. There may
be a delay of grief at the time of death
leading to a more severe reaction later.
Occasionally the bereaved becomes more
and more socially isolated, avoiding all
contacts and activities. Guilt feelings often
cause an acute depression with self-accusative and self-punitive behaviour. Depression may be so severe as to result in
suicide. In cases like this medicine plays
a role, because it may take a psychiatrist or
psychologist to help the person out of this
abnormal reaction.
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The management of grief is of necessity
an individual thing. There are doubtless
exceptions to all the "rules" mentioned
above. However, with a basic knowledge
of what a bereaved person is experiencing,
one can better decide how to help him.
References

A Study of Bereavement, Nursing Times, Nov. 30, 1962.

l. Autton, Rev. Norman :

2. Fulton, Robert and Langton, Phyllis: Anitudes To ward D eath, Nursing Forum 3: 10412, 1964.
3. Graham, Donald C. (Ed ): Care / or the
Dying, Canad. Med. A ssoc. ]. 91 : 926, 1964.
4. A H istory of M ourning, McCorquodale &
Co., London, n.d.
5. Krech, D . & Crutchfield, R. : Elements of
Psychology, Alfred A. Knopf Inc., New York,
1958.
I would like to thank, especially, all those who
advised me on the basis of their own expe.rience.

"Crocks"
Ivan A. Hunter, '65

" Grow old with me, the best is yet to be
- The last of life for which the first is mad e."
Robert Browning

In our society there is a current tendency to "prettify" and idealize the period
of ageing, as typified by our over-use of
the terms "Senior Citizens" and "Golden
Years". All too often, the focus of many
productive people is on the "golden age"
of retirement as though it were the sole
source of meaningfulness in life. The myth
of the "Golden Years" becomes exposed
in horrendous fashions when many of our
crocks enter the miserable years of dependency. The aged person faces many frustrations among which are economic insecurity,
the inactivity of retirement, loss of prestige, social isolation, and most detrimental
of all to his enjoyment of life and his
livelihood, his loss of health .
What is a "crock" ? A "crock" is a
colloquial term meaning a broken down,
worn-out person who must depend on
others for almost his every need ( Web110

ster) . Our biggest source of "crocks" is in
the age-g roup over 65 years.
STATISTICS
After the age of retirement in the
U.S.A. and Canada, a person can expect to
live thirteen or fourteen years.
In the U.S.A. the population over 65 is
increasing by four hundred thousand per
year and the rate in proportion to total
population is similar in Canada. By 1986
if the present trend continues, Canada will
have doubled its population in the over-65
age group.
In Canada and the U.S.A. 10% of the
population are over 65 years - 80% of
these people have one or more chronic
illnesses and often require extended
periods in hospital for treatment and
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rehabilitation. From 1950 to 1960 the
general population increase in the U.S.A.
was 19% over that in 1950. The age group
over 65 years increased by 35%; the age
group over 85 years increased by 60%.
Hence, from these somewhat startling
figures, the problem of providing care for
the aged is quite obvious.
It is estimated that about one-third of
this age group over 65 years will carry on,
until death, living alone and caring for
themselves. The other two-thirds will be
absorbed into the care of their families,
homes for the aged, and hospitals for the
chronically ill. At present, 4% of those
over 65 are in homes for the aged.

There is a trend toward institutional
care of the aged in our society. This trend
can be explained on the basis of many
factors such as ( 1) changes in family attitude, (2) mobility of our society, i.e. the
offspring live hundreds of miles from
parents, (3) the trend to urban living
where space in the urban home is limited
and social facilities and interests for the
old person are real problems for the
family, ( 4) the fact that sons or daughters
have young children and grandfather is
always underfoot, creating discord in the
home, (5) the fact that often the offspring
are 60 and 70 years old themselves and are
physically unable to care for their 90 yearold father or mother, (6) finally, the
senile and bed care patient is practically an
impossibility in the private home because
of the demand on money and time.
When an old person is destined to care
in a Home for the Aged, the choice of
institution must be guided by the ability
of the institution to provide for specific
requirements of the person; that is, the old
person must not be admitted merely for
storage until he or she dies .
Of the aged entering institutions, their
only common characteristic may be their
age. Some criterion must be determined for
classification of residents. Type of care
required depends on:
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(a) Physical condition of the aged person
-Ambulatory
- Semi-Ambulatory, i.e. , on crutches
or walkers, etc.
-Bed Care - total nursing care required.
( b) Communication level and mental
status
- Special care behind locked doors
may be required for the senile and
agitated old folk. Conversely there
is the adequately-functioning person who must have intellectual and
spiritual stimulation and goals to
keep the ego-strength and motivation alive.
Although there is great variability in the
types and quality of care offered by institutions and homes for the aged in Canada
and the U.S.A., there are some more progressive institutions, not merely interested
in profit and loss and the storage of a
"commodity" no longer useful to society.
Using as an example, a home in the
London area, the facilities provide for
several levels of care:
Domiciliary Aspects:
( 1) Ambulatory
- married couples' quarters
- single quarters, male or female
This group requires minimal nursing care.
( 2) Semi-bed-These are semi-ambulatory
residents requiring extra nursing care
and special aids as to walking, etc.
(3) Bed Care-Patients here require total
nursing care.
( 4) A Special Care section is required for
the senile.
Social Aspects:
A Social Director provides social events
and activities to suit every level of interest.
Crafts such as painting and sewing are
provided. Additional services such as television, billiards, library, wood work shop,
church, choir and incentive payment for
jobs and services rendered in the kitchen
and other areas are also provided.
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Medical Aspects:
A. doctor and two final year medical
students, the Outpatient Clinics, and
Emergency Service at the local hospital
provided for the medical needs of the
residents.
In conclusion, I submit that the care of
the aged is and will become an even great-

er medical and social problem. Although
the long-range goals are often unrewarding
in terms of life expectancy, the short-term
successes are paramount.
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News & Views
Contraception:
Its Opposition Reconsidered
]. Paul Newell, '66

In the December 1964 issue of the
U.W.O. Medical Journal, pp. 6-11 , was an
article entitled "Some Considerations
Against The Use of Contraception" . This
discussion will dwell only briefly with the
material in the first three pages, as it is
"Moral and Religious Considerations"
which warrant the most attention.
There is no socio-economic argument
against contraception today. Indeed, the
points made in the article prove an increasing need for contraception, accompanied
by increased education of those people
most concerned. Naturally this must be
accompanied by agricultural advances, but
there is no reason against an intelligent
attack on population problems from both
directions, regardless of difficulties encountered in various countries. Simply because
Canada has no current population problem,
are we to assume that we need not be
responsible in the matter of birth control?
Impossible. If individual choice is not
" ... advantageous to the community .. .",
is this not an argument for increased education, rather than against contraception?
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Finally, in the matter of teenage promiscuity it would seem that here indeed is
a moral and educational problem, but no
argument against contraception per se.
Sex, marriage, pregnancy, and birth control have resulted in tremendous psychological repercussions since the words were
first invented. Granted, some people find
the idea of contraception disturbing; granted, some women are adversely affected by
the lack of children in their lives. But, this
again is completely foreign to any argument against contraception in general.
Contraception is undesirable for certain
people, but no logic can extend this to
include all people. Further to this, we must
note that the article has completely ignored
the psychological damage of unwanted
pregnancy, as well as the disrupting effect
which fear of pregnancy can have on the
sexual act itself.
Medical considerations against mechanical contraceptives are presented, yet these
devices, when employed properly, rarely
cause complications. Considerations against
the use of oral contraceptives are much
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more substantial, and yet we are told later
in the article that the Catholic Church may
alter its stand to allow their use.
Finally, we encounter the moral and
religious reasonings against contraception.
There is no intention to criticize any
church (and particularly the Roman Catholic Church) for the beliefs it holds. But
an attempt will be made to point out a few
of the logical inconsistencies in the argument employed to support the stand
against contraception.
I think it natural that a doctor should
be suspicious of religious interference in
the matter of contraception; he has had a
long opportunity to observe the physical
mental, economic, and sociological results
in those who make no use (or poor use) of
contraception. And a person is not necessarily without religion or belief in the
supernatural if he does not believe in the
teachings which are contrary to his experiences. Indeed, there are well-known Catholic physicians who cannot and do not
support the rule of the Church in this
matter.
The basis of practically all argument
against the idea of contraception today,
is moral and religious, the two being
irrevocably united. Is this basis justified?
Are we, as intelligent and learned people,
to accept the conclusion that the Church
should rule in this matter, because
of a " natural law" which is understood
apparently only by the Catholic theologians? There is no argument against the
role of expert guidance in morality, but
this guidance is better directed at the individual whose moral behaviour brings its
self-gratifying rewards. An intelligent man
cannot help but be annoyed by the suggestion that a "moral expert" take a hand
in the conduct of his profession. As the
medical profession does not interfere in
religion, so let the reverse be true. Rather,
let the "moral expert" concern himself in
matters of personal morality, the which
was the function of the Christian Church
at its inception. We must reject the role
of the Church in medical practice; we must
also reject its role in contraception.
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Moral expertise arises from long study,
but does not make the expert right in all.
That his premises (and conclusions) may
be incorrect has, in the past, been shown to
be true. We should ask ourselves why the
Catholic Church is among the last to hold
these rigid thoughts on contraception. It
would be reprehensible to suggest that
those churches with lenient views are
any less able to reason morally, and yet
this suggestion is present in the article.
We are told that the Catholic Church
teaches as it does with the good of mankind as its deepest interest, and in its
desire to help mankind, it has felt compelled to formulate a set of rules for its
behaviour. But, no set of rules can possibly
regulate the conscience of mankind. The
implication then, is obvious: that men are
incapable of making moral decisions about
contraception on their own ; by extension,
perhaps incapable of making any moral
decision. If the Catholic Church feels this
to be true ,then indeed is moral perception
or competence divorced from intellectual
ability, indeed, from intellectual reality.
Other churches apparently recognize the
inherent dignity of man , as well as his
ability (and his right) to make rational
moral judgments with a minimum of
specific instruction. Indeed, when we are
told that the author of the article is unsure
of the teachings of other churches, probably because of a wide latitude of interpretation allowed by these churches, he is
actually paying an unintentional compliment. The compulsion to formulate sets of
rules for behaviour, is a demonstration of
rigidity of thought ,though one can scarcely believe this of the Catholic Church.
Perhaps it is pride that holds it from
modifying its opinions.
The Catholic Church opposes contraception on the basis of a "natural law". This
" law" is never defined for us, but it is
apparently obvious to the "moral expert".
The " law" opposes contraception because
it " . . . interferes with fertilizat ion and
mutilates the integrity of the marital
act . .. ", yet it may be bent to permit the
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--Contraception--------------------utilization of oral contraceptives, because
they too may be " natural''. It is difficult
to conceive of a "natural law" which is so
specific as to include one method and ex·
dude another, particularly when both
methods have the same end. Another question which arises is why the Catholic
Church alone is capable of deducing the
existence of this " natural law" and translating it into rules. Why is the " natural
law" the exclusive property of Catholic
theologians? Are other religions incapable
of its realization? Does not a " natural law"
by virtue of its very name and nature become evident to every thinking man, or is
this a different " natu ral law" from that
which tells every sane man not to take
another's life? It is quite insufficient to
parry questions by saying, "The natural
law is a profound concept which requires
considerable study and thought, which are
naturally lacking in most of its critics ."
Are the non-Catholic churches wrong in
their expressions of morality; are they incapable of recognizing the " natural law"?
This is unacceptable; no church has an
exclusive hold on the roots of morality.
We are told that the Church's teachings
on occasion seem unjust. This is excused
by the statement, " . . . no set of rules or
laws can be expected to apply perfectly to
all individuals, and this is certainly true
of the Church's teachings on medical moral
problems ... " . We cannot avoid the obvious contradictions here. " Natural law" is
given to be a body of precepts which
reason cannot ignore, an order which is
the reflection of the Being of the Creator,
a norm of morality beyond the individual
conscience, yet, " natural law" requ ires a
set of rules or laws (which are unjust at
times) , and is subject to the interpretations
of men , who are far from being reflections
of the Being of the Creator, regardless of
the depth of their insight into moral complexities. It would seem that natural law
too, is subject to the reasoning of the
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times, as alterations in its interpretation
over the period of years, all too pl ainly
show.
We are, all of us, if reasonable thoughtful human beings, subject to moral law, as
exclusive from the legal laws. The Church,
any church, has a vital pl ace in the moral
life of the people of this country. However, the dangers of excessive relig ious
interference in the conduct of the state,
are historically very clear; that is, the
Church must be extremely careful not to
attempt any extension of its influence
beyond the pale of individual morality.
That the Catholic Church has decided that
contraception falls within its influence,
no one would deny, nor, would anyone
deny that it instills its beliefs into its followers. This is a matter of individual
decision, of personal belief, and of personally choosing to follow the ways of the
Church. But, even if all were to accept the
concept of "expert moral guidance" in the
issue of contraception, why must we necessarily accept that of the Catholic Church ?
Were the existence of the " natural law"
agreed upon by all, there would be no
problem ; with the tremendous cross-section
of beliefs (religious, rational and insane)
before us, we cannot but regard the attitude of the Catholic Church as another
man-made contribution to moral law, for we
must, of necessity, dmy to any one person,
or any one body ,the right to make for all
of us, moral decisions which it alo11e can
justify.
There are so many honest, intelligent,
perceptive and Christian people in the
world today who strongly advocate a sane
attitude toward contraception and birth
control, that their reasonings and influence
cannot be denied. We would like to see the
voice of reason prevail in this argument,
without resort to emotional blusterings or
to a " natural law" whose existence is
known to and understood by so very few .
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Class of 1924
Dr. Archibald A. Bond of 6823 Morgana
Rd., N ., Jacksonville, Florida was a
Medical Missionary in Kenya until retirement in 1953.
Dr. Wm. George Ferguson--deceased.
Dr. J. Hardy Geddes--deceased.
Dr. Wesley R. Heard resides at 515 Van
Buren St., Monterey, California.
Dr. Charles Roy D. Hignell
Dr. Fred C. Hunt lives at 25 East End Ave.,
New York 28, New York and is practising Pediatrics.
Dr. James Thomas Janot--deceased.
Dr. Clyde McLean Kennedy--deceased .
Dr. J. Archibald Lamont now resides at
140 Sherman Ave., S., Hamilton, Ont.
He is ma.r ried to Helen Margaret Davey,
Arts '23. After graduation he spent two
years in Pathology and Bacteriology. In
1926 he received his M.Sc. for research
done in Bacteriology of Influenza. His
son David, Meds '63, is now interning
in Hamilton.
Dr. Charles A. Lockwood lives in Glencoe,
Ontario.
Dr. Langford S. Macgregor- 137 Fredrich
St., Kitchener, Ontario.
Dr. Wm. Walker Morten--deceased .
Dr. Gordon Lovejoy McKillop--deceased .
Dr. Allen Patrick McCabe-deceased .

Dr. Olin Paul lives at 11935 Riverside Dr.,
North Hollywood, California. He is
married to Ruth Keillor, a graduate of
Victoria Hospital School of Nursing. He
was Chief Surgeon at Kimberley Clark
Paper Company Hospital at Niagara,
Wisconsin until 1932 when he moved
to California.
Dr. Cecil A. Raymond resides at 544 Tuscarawas Ave., Barberton, Ohio. In 1926
he married Doris K. Reynolds of Nelegh, Neb. During World War II he was
a captain in the U.S. Medical Corps.
Dr. (Mrs.) Clare S. Sanborn, nee Kathleen
Braithwaite is practising medicine at the
Medical Arts Bldg., W indsor, Ontario,
and is married to Dr. Clare Sanborn,
also a graduate of Meds '24. She is the
first woman graduate of the Medical
School.
Dr. Selwyn Kent Smith--deceased.
Dr. Fred G. Thompson, Clinton, Ontario.
Dr. Victor A. Traynor lives at 39 W ater
St., N ., Kitchener, Ontario.
Dr. R. Hiram Walker of 60 Grand Ave. ,
W., Chatham, Ontario, is in general
practice. He interned at Harper Hospital,
Detroit and has served as President of
the South Western Ontario Surgical
Association.
Dr. N. Turner Welford resides at 323 W.
Calendor, La Grange Illinois.

Class of 1954
Dr. C. Alexander Adsett interned at Toronto General Hospital, was at the Banting Institute in 1958 and received his
FRCP and S( C) in Internal Medicine
in 1959 after doing post-graduate work
at the University of Oklahoma Medical
Centre, Oklahoma Cit., U.S.A. He is
married with one son and one daughter.
At present he is in Toronto teaching
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part-time at Toronto General Hospital
Psychiatric Ward and has a consultation
practice in Psychiatry and Internal Medicine.
Dr. Nancy Alexander, 392 St. George St.,
London, Ontario interned at Victoria
Hospital, London.
Dr. Lillian Beattie interned at Hamilton
General Hospital, did a senior intern115

ship at Westminster Hospital, London
and received her FRCP:S(C) in Obstetrics and Gynecology in 1960. In 1963,
she went to the Congo Republic and is
at present still there.
Dr. Ross Bennett, Faircroft Blvd., Scarborough, Ontario, interned at Southern
Pacific General Hospital, San Francisco
and is now practising in Toronto in a
clinic. He is married and has two daughters.
Dr. Edward Blair, 193 Ontario St., St.
Catherines, Ont., interned at Southern
Pacific Hospital, San Francisco, was a
resident at Rochester General Hospital
and received an American Fellowship in
Orthopedic Surgery in 1959. At present,
he is in practice at St. Catherines. He is
married and has two daughters.
Dr. Brian Bradley, 139 Wellington St.,
Sarnia, Ontario interned at St. Michael's
Hospital, Toronto and is practising in
Sarnia.
Dr. Alexander Burnett, 1515 North Hyland Street, Arlington, Virginia, interned at Kingston General Hospital, did
post-graduate work in Washington, D.C.
and received his FRCP:S(C) in Obstetrics and Gynecology in 1960.
Dr. James Campbell, Calgary Associates
Clinic, 214 6th Ave., South West, Calgary, Alberta, interned in Vancouver
General Hospital. He is married and
has two sons.
Capt. Frank R. Cassidy, M.D., 6 5 Broadway Ave., Toronto 12, Ontario, interned
in Montreal General Hospital. He spent
two years with the Canadian Army in
New Delhi, India and is presently in
practice in Toronto.
Dr. Michael Dietrich, 12 Altadon Cres.,
Woodstock, Ontario, interned at Karsin
Foundation Hospital, Oakland, California, and received his Specialist Certificate in Pathology with the Royal College of Physicians and Surgeons of
Canada in 1960. He is now Pathologist
at Woodstock and Ingersoll Genera]
Hospitals. He is married and has four
children.
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Dr. Cecil Dodick, 420 Oakdale Cres., Fort
William, Ontario, interned and did residency at King's County and Maimonidas
Hospitals, New York City. He is now in
practice at Fort William and is married
with two children.
Dr. Patrick Dolan, 1925 Weslynn Drive,
Indianapolis 8, Indiana, interned at Saskatoon City Hospital, Saskatchewan and
is now a Fellow in Radiology. He is
married with three children.
Dr. Lawrie Dunn, Cancer Research Centre,
University of British Columbia, Vancouver 8, B.C., interned at Toronto General
Hospital. In 1963, he obtained his Ph.D.
in experimental pathology from University of London, England, and has been
appointed to staff of U .B.C. and National Cancer Institute where he will continue research in the pathology of cancer. He is married and has two sons.
Dr. Keith Edwards, 1941 Bel Air Drive,
Ottawa, Ontario, interned at Toronto
General Hospital and at present is an
ophthalmologist in Ottawa. He is married with four children.
Dr. John Erhardt interned at Orange
Memorial Hospital, Orlando, Florida,
was in general practice at Pass Road
Beloni, Mississippi. He is now with
Arabian American Oil Co., Box 561,
Saudi Arabia.
Dr. Ralph Erickson, 2143 Laurel Line,
Allison Park, Pennsylvania 1501, U .S.A.,
interned at Montreal General Hospital.
Dr. Robert W. Farley, 59 Queensway Dr.
Brantford, Ontario.
Dr. Robert 0. Farley, 105 Metcalfe St.,
St. Thomas, Ontario, interned at Victoria Hospital, London. In 1959 he was
awarded his FRCP:S(C) in general surgery and joined Dr. John McLachlin in
his general surgery practice in St.
Thomas. He is married and has fi ve
children.
Dr. John Fielding, 648 King St., W . Kitchener, Ontario.
Dr. Harry Grauer, Cincinnati General Hospital, Cincinnati, Ohio.
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Dr. Donald Guthrie, 38 Haslemere Rd .,
Toronto 12, Ontario, interned at George
Washington University Hospital; he
served his final year of medicine at
Ontario Psychiatric HospitaL He completed a year of post-graduate training
in obstetrics and gynecology at St. Joseph's Hospital in Toronto. In 1956, he
was appointed Medical Officer of Health
for Peel Coun ty, Ontario.
Dr. Duncan Hind, 1116 Barton St. E.,
Hamilton, Ontario, married Marianne
M. Fischl. H e entered general practice
in Hamilton.
Dr. Walter Hogarth, Montreal General
Hospital, Montreal, Quebec.
Dr. Douglas Horne, Station Hospital,
RCAF Station , Trenton, Ontario.
Dr. William Keil of 17 Metamora St.,
London, Ontario, is clinical assistant
professor of psychiatry at U.W.O. Med ical School.
Dr. Abraham Klahsen, Westminster Hospital, London, Ontario, married Frances
Mae White.
Dr. William Langdon, 11590 Lavigne St.,
Apt. 3, Montreal 19, Que., married D .
Jane Quick.
Dr. Lazarus Loeb, 412 Roger Road, Ottawa 8, Ontario, married Rhoda Saslove.
He is practising physician, specializing
in internal medicine and allergy. He also
lectures in medicine at the University
of Ottawa.
Dr. Reuben Lopatin, 25538 Parson's Dr.,
Southfield, Michigan, is practising internal medicine.

Dr. Donald Myers, 60 Albert St. W.,
Thorold, Ontario, is in general practice
in Thorold.
Dr. Robin McCreery, 775 W . 15th Ave.,
Vancouver 14, B.C., is practising ophthalmology in Vancouver.
Dr. Wray McGillivary, 135 Kenville Road,
Apt. B, Buffalo, N .Y.
Dr. David Mdnnis, 105 Lock St., Dunnville, Ontario, married Ruth Etherington. He entered general practice in
Dunnville.
Dr. Thomas McKenzie, 1542 Bruce Ave.,
Windsor, Ontario, is practising ophthalmology in Windsor.
Dr. John McKishnie, West Lorne, Ontario,
married Eunice Oestreicker, Meds '49.
They entered private practice.
Dr. Paul Otton, 11590 Lavigne St., Montreal, Que., is now practising at Royal
Victoria Hospital, Montreal.
Dr. Peter Pase, 21 Kenilworth Ave., S.,
Hamilton, Ontario.
Dr. Donald Patterson is a resident in general surgery at Mt. Carmel Hospital in
Detroit, Michigan. In 1958, he married
Denise Renier, R.N.
Dr. Edward Prokipchuk has obtained the
degree of FRCP:S in internal medicine.
He is now with the Department of Gas
troenterology at Johns Hopkins Hospital, Baltimore 14, Maryland.
Dr. Gregory Quarry, 2150 Caroline St.,
Burlington, Ontario.
Dr. Warren Schroeder, 31 Orchard Parkway, Grimsby, Ontario, is married to
Mary Levy. They have three children.

Dr. William R. Love, Victoria Pt., General
Delivery, Orillia, Ontario, is practising
medicine in Orillia.

Dr. Lloyd Schulthies, 47 Caledonia St.,
Stratford, Ontario.

Dr. Walter Martin, 3004 Balmoral Ave.,
Burlington, Ont.

Dr. John Sehl, 14573 Ind iana St., Detroit
38, Michigan.

Dr. Grant Mills, 3336 39th St., S. W .
Calagary, Alberta, married Rhoda Nancy
Kirkby. He was with the Canadian
Army until 1959; he was then planning
to do post-graduate work in surgery.

Dr. Robert Skelton is now on the staff of
the Department of Medicine at Cedars
of Lebanon Hospital, Los Angeles. In
the past, he was co-winner of the First
A ward for Excellence from the Ameri-
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can College of Cardiology. His brother,
Dr. Floy Skelton, received the ParkeDavis award for experimental pathology.

Dr. Franklin Turner is pract•s•ng at the
RCAF Station Hospital, Moose Jaw,
Sask.

Dr. Anthony Slewka is with the Department of Neurology at Duke Hospital,
Durham, North Carol ina.

Dr. Robert Walls interned at KitchenerW aterloo General Hospi tal and li ves at
201 Vermont St., W aterloo.

Dr. Peter Stasiuk, 54 Canary Place, W illowdale, Ontario.

Dr. William Wilford, 550 Lafontaine St.,
Wallaceburg, Ontario.

Dr. Robert Stothers, 22137 Cli ff Drive,
Haney, B.C.

Dr. Melvin Wise is at the Children's Hospital, 2065 Adelbert Road, Cleveland,
Ohio, U.S.A.

Dr. John Szasz, 453 Dundas St., Woodstock, Ontario.
Dr. Alan Thompson, 36 Main St. S.,
Georgetown, Ontario.
Dr. John Thompson, 31 Second St.,
Elmira, Ontario, married Bertha Schurman, B.Sc. '5 1. They have five children .

Dr. John K. Wyatt, 27 A Bruce St., London, received the deg ree of FRCS(C) in
general su rgery in 1959. He is an instructor in genito-urinary surgery at the
U.W.O . Medical School.
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